fistula as seen through this exposure of the rectum. The catheter can be seen traversing the dark prostatic cavity. The inset diagram of a sagittal section illustrates the basic anatomy of this fistula.
Fig lB shows three layers dissected out. The rectal mucosa has been freed from the underlying muscle, scar tissue has been cut away to freshen the edges of the circular and longitudinal muscle coats of the rectum, the prostatic capsule has been defined and the opening in the capsule closed by interrupted sutures of fine catgut. The inset sagittal section illustrates this closure in layers. Fig ic, with its inset sagittal diagram, shows the rectal mucosa closed.
The posterolateral transsphincteric wound is now closed carefully in layers, using catgut sutures throughout, as previously described (Mason 1970) .
Results: Nine cases, 2 with rectourethral and 7 with rectoprostatic fistulk, have been repaired successfully by this method. All these patients had had previous unsuccessful surgery. They all regained normal micturition. Eight patients regained normal defaecation and full anal continence. One patient with congenital imperforate anus, who had struggled for twenty-eight years with a strictured incontinent anus and multiple urinary fistule, perineal, scrotal and penile, regained normal micturition but was advised to retain his iliac colostomy for the time being. (Lord 1968) , manual dilatation of the anus was used by the author on 53 female patients in a two-year period from April 1968 to March 1970. The reasons for using this method were the obvious advantages of a day-case procedure for women with families and the reluctance of many patients to agree to hiemorrhoidectomy because of anticipated postoperative pain.
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A follow-up survey was undertaken by post because of geographical difficulties. It is possible that examination would have added little to one's assessment of the value of the procedure, as surveys of patients in hospital and general practice have shown that asymptomatic hemorrhoids are often found on routine examination (Gazet et al. 1970 ). Other authors have also considered symptomatic relief rather than appearance on examination to be the main criterion of success or failure with a particular method of treatment (Groves etal. 1971 ).
The patients ranged in age from the 20s to the very elderly. All were asked to fill in a questionnaire. An attempt was made to word this in simple everyday language, but this was obviously not entirely successful, as some forms were incomplete, and one was self-contradictory. Fortysix patients replied, some writing long letters in addition to completing the form: 35 reported 'success' and 11 reported 'failure'. Of the 7 who did not reply, 3 were temporary residents in this country, one had moved to an unknown address, and the other 3 did not respond after a second letter.
When this technique was first used, the special large dilators were not supplied to the patients as they were considered too expensive. Nor was the special clamp available for the excision of the prolapsed mucosa as an outpatient procedure. A number of patients complained of this prolapse, but were not sufficiently bothered to agree to admission. Minor complications have included losing the sponge pack inside the rectum. This is now avoided by firmly attaching a tape to the sponge. Bleeding after removing the pack has been controlled by repacking. Very severe bruising was noted in one patient, but nothing untoward resulted from this. Mucosal splits are very common, but heal quickly and are not painful.
The only serious complication has been some degree of incontinence in 11 patients; 8 of these were in the group classed as successes and 3 were failures. Incontinence of flatus was very brief in 2, slight for two months in 2 more, and unspecified in one. Six had trouble for more than three months, and 2 of these were in the failure group. One patient had difficulty in control when she had diarrhoea. One has not fully regained control two years later. Two responded to perineal exercises and faradism. The remaining 2 claim still to have difficulty in control, but are pleased with the effect of the treatment. This apparent contradiction may be due to a misunderstanding of the word 'control', which was used rather than the term 'incontinence'.
After treatment under anesthesia, patients are given a dilator, Normacol and instructions. Table  1 summarizes the home treatment which the patients carried out. Previous treatment is shown in Table 2 .
Questions were asked about symptoms before dilatation, specifically bleeding, prolapse, itching, constipation and pain, and the duration of these. There appear to be no significant differences between the two groups in this respect. Failure was not more likely if the patient gave a long history.
The patients' own assessments of the results are shown in Table 3 . Two patients classed by themselves as very good and one classed as fairly good have been included in the group of 11 failures for other reasons. Table 4 summarizes details ofthe failures.
Summary
Of 53 patients treated in a two-year period, 46 have replied to a questionnaire about the results. Thirty-five are classed as successes, and 11 as failures. Eleven had difficulty in controlling flatus and/or frces after stretching, 7 of them for more than three months. However, some of those with prolonged difficulty in control were still satisfied with the treatment.
